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Abstract

Latino emerging adults in the United States are at a high risk of HIV and have a low prevalence of
HIV testing. This study examined the association between self-efficacy for HIV testing, distress
tolerance and lifetime history of HIV testing, and tested the moderating effect of distress tolerance
and sexual risk behaviors on the association between self-efficacy for HIV testing and lifetime
history of HIV testing. Data were collected from a cross-sectional sample of 157 sexually active
Latino emerging adults aged 18-25 using an online survey and were analyzed using hierarchical
logistic regression and moderation analyses. We found that 62.8% of those engaging in sexual risk
behaviors had ever been tested for HIV. Participants that were female (aOR=3.14, 95% CI: 1.41-
7.02) and those that reported higher levels of self-efficacy for HIV testing (aOR=3.49, 95% ClI:
1.78-6.83) were more likely to have ever been tested for HIV in their lifetime. There was a
statistically significant three-way interaction among self-efficacy for HIV testing, distress
tolerance and sexual risk behaviors (6=2.76, 95% ClI: .52, 5.00, p=.016). This interaction suggests
that among those that reported any sexual risk behaviors, higher levels of self-efficacy were
associated with lifetime history of HIV testing only at higher levels of distress tolerance. More
research is warranted to determine how self-efficacy for HIV testing and distress tolerance work
together among high-risk groups to promote HIV testing.
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Introduction

Latino emerging adults aged 18-24 in the United States (U.S.) are disproportionately
impacted by the HIV epidemic. Latinos accounted for 23.3% of all new HIV diagnoses
among emerging adults and had the second highest rate of new HIV diagnoses after non-
Latino Blacks in 2016 (CDC, 2018a). In addition, young Latinos in the U.S. are more likely
to engage in unprotected sex compared to non-Latino Blacks (Copen, 2017). Despite this
elevated HIV risk, both female and male Latino emerging adults have a low prevalence of
HIV testing relative to non-Latino Black emerging adults (Latino males: 26.8%, Latino
females: 46.5%; non-Latino Black males: 45.3%, non-Latino Black females: 59.9%) (Van
Handel, Kann, O’Malley Olsen, & Dietz, 2016). This is concerning as Latinos and young
people under the age of 24 are the groups most likely to be unaware of their HIV status
(16.5% and 44% respectively) (CDC, 2018b, 2019b). In addition, Latinos are more likely to
be diagnosed with AIDS one year after receiving an HIV diagnosis when compared to non-
Latino Blacks and Whites (CDC, 2009). Therefore, increasing HIV testing among Latino
emerging adults is important to increase the number of people aware of their HIV status, and
to link this group to treatment promptly. Early treatment with antiretroviral drugs is critical
as it significantly decreases the risk of HIV transmission, reduces HIV-related morbidity, and
improves survival (Antiretroviral Therapy Cohort Collaboration, 2017; Rodger et al., 2019).

Self-Efficacy for HIV Testing

Understanding modifiable psychological factors that facilitate HIV testing, particularly
among individuals at high risk, is crucial to promote and increase HIV testing (de Wit and
Adam, 2008). One psychological factor that may play a role in facilitating testing for HIV is
self-efficacy (SE) for HIV testing - defined as a person’s confidence in their ability to test
for HIV (Evangeli, Pady, & Wroe, 2016; Pham et al., 2019; Prati et al., 2014; Zhao et al.,
2018). It is suggested that individuals with high levels of SE are more likely to take the
necessary actions to engage in HIV prevention behaviors (Bandura, 1990). However, to date,
no studies have examined the association between SE and HIV testing among Latino
emerging adults or in any other stage of development.

Distress Tolerance

Another psychological factor that may influence HIV testing behaviors is distress tolerance
(DT). DT is defined as the capacity to withstand and experience negative psychological
distress (Simons and Gaher, 2005). Those individuals that have low DT tend to perceive
distress as unbearable, cannot handle being distressed and tend to avoid or delay potentially
distressing situations (Simons and Gaher, 2005). HIV testing may involve several stressors
that can cause psychological distress including the uncertainty of an unknown HIV status or
the potential negative consequences of getting a positive test or others finding out about
being tested or test results (e.g. stigma, discrimination, rejection) (Adebayo and Gonzalez-
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Guarda, 2017; de Wit and Adam, 2008; Evangeli, et al., 2016). In fact, evidence from a
recent study shows that psychological distress (e.g. worry) is common among people
seeking HIV testing (Kagee, Saal, & Bantjes, 2017). As such, differential capacity for
tolerating the psychological distress related to HIV testing may distinguish people who seek
testing for HIV. However, DT has not been examined in relation to HIV testing.

Sexual Risk Behaviors

Methods

Individuals that engage in sexual risk behaviors are of particular importance for HIV testing
interventions because they are more likely to contract HIV and if they are unaware of their
HIV status, they will continue to unknowingly transmit HIV to others. In fact, 40% of
ongoing HIV transmissions are from people unaware of their HIV status (Gopalappa,
Farnham, Chen, & Sansom, 2017). In addition, individuals that become aware of their HIV
infection reduce their engagement in unprotected sex (Marks, Crepaz, & Janssen, 2006).
Emerging adults reporting higher frequency of sexual risk behaviors are more likely to get
tested for HIV compared to those reporting lower frequency of sexual risk behaviors
(Caldeira, Singer, O’Grady, Vincent, & Arria, 2012). However, the prevalence of HIV testing
is low among emerging adults engaging in high-risk HIV behaviors (Trepka and Kim, 2010).
Therefore, understanding factors that facilitate HIV testing decisions among individuals
engaging in sexual risk behaviors are vital to effectively scale up HIV testing among those at
a higher risk for HIV.

Accordingly, the aims of this study were to examine (1) the associations of SE and DT with
lifetime history of HIV testing among Latino emerging adults and (2) test the moderating
effect of DT and sexual risk behaviors on the association between SE and lifetime history of
HIV testing. We hypothesized that (a) higher SE for HIV testing would be associated with a
higher likelihood of lifetime history of HIV testing (Hypothesis 1), (b) higher DT would be
associated with a higher likelihood of lifetime history of HIV testing (Hypothesis 2), and (c)
higher DT would strengthen the association between SE and lifetime history of HIV testing
(Hypothesis 3). In addition, a three-way interaction among SE, DT and sexual risk behaviors
in relation to lifetime history of HIV testing were explored.

Participants and Procedures

Data for this study was obtained from the cross-sectional study Project on Health among
Emerging Adult Latinos (Project HEAL). The sample included 200 Latino emerging adults;
however, forty-one participants were excluded because they had not initiated sexual debut
and two had a missing value on questions about having had sexual intercourse or lifetime
history of HIV testing. Therefore, the sample for the present study included 157 participants.
Eligible participants had to be (1) Latino/Hispanic, (2) between 18 to 25 years of age, (3)
currently living in Maricopa County, Arizona or Miami Dade County, Florida, and (4) able
to read English. Participants were recruited through social media, listservs, flyers, and word-
of-mouth. All participants were enrolled from August 2018 to February 2019 using a quota
sampling. Individuals interested in the study contacted the research staff via email and were
screened for eligibility, and those eligible were emailed an Internet link to complete the

AIDS Care. Author manuscript; available in PMC 2021 December 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Ramirez-Ortiz et al.

Measures

Page 4

confidential survey and informed consent. The survey completion time was approximately
50 minutes and participants received a $30 Amazon e-gift card as compensation. The study
was approved by the Institutional Review Board of Florida International University.

Lifetime History of HIV Testing was assessed using the following question “Have you ever
been tested for HIV, the virus that causes AIDS? (Do not count tests done if you donated
blood) (CDC, 2017).

Self-Efficacy for HIV testing was measured using two items “I feel confident that | could get
tested for HIV” and “I feel confident that | could locate a place where | can get tested for
HIV” (Pham et al., 2017). Items were rated on a 4-point Likert scale ranging from strongly
disagree (1) to strongly agree (4). Mean scores ranged from 1 to 4 and higher scores
indicated higher SE for HIV testing. Cronbach’s reliability coefficient for this measure was
a=.69.

Distress Tolerance was measured using the three-item tolerance sub-scale from the Distress
Tolerance Scale (i.e. “feeling distressed or upset is unbearable to me”, “I can’t handle
feeling distressed or upset”, “there’s nothing worse than feeling distressed or upset™)
(Simons and Gaher, 2005). Items were rated on a 5-point Likert scale strongly disagree (1)
to strongly agree (5) and reverse scored. Mean scores ranged from 1 to 5 and higher scores
represented higher tolerance for psychological distress. Cronbach’s reliability coefficient for
this measure was a=.83. The DT scale has been used in previous studies with emerging
adult samples and has demonstrated good to excellent reliability (Beck, Ali, & Daughters,
2014; Iverson, Follette, Pistorello, & Fruzzetti, 2012).

Sexual Risk Behaviors—~Participants were classified as reporting any sexual risk
behaviors in the past 3 months if they self-reported having >1 sexual partners in the past 3
months (based on response to the question: “In the past 3 months, with how many people did
you have sexual intercourse (this includes vaginal and/or anal sex)?”), OR sex under the
influence of alcohol or drugs in the past 3 months (based on response to the question: “In the
past 3 months, did you drink alcohol or use drugs before you had sexual intercourse (this
includes vaginal and/or anal sex)?””), OR unprotected sex with primary and casual partner in
the past 3 months (based on response to questions: a) “In the past 3 months, did you use a
condom every time you had vaginal and/or anal sex with your primary partner (someone
with whom you feel the most committed such as boyfriend/girlfriend, spouse, significant
other, or life partner)?” and b) “In the past 3 months, did you use a condom every time you
had vaginal and/or anal sex with a casual partner (someone with whom you do not feel
committed to or know very well)?”).

Sociodemographic Variables included were age, gender (0=male, 1="rfemale), partner status
(0=single, 1=has a partner), sexual minority status (0=heterosexual, 1=sexual minority),
nativity (0=immigrant, 1=U.S. born), college student status (0=rot a current college student,
1=current college studeni), education level (0=no bachelor’s degree, 1=has bachelor’s
degree or higher), employment status (0=unemployed, 1=employed), health insurance
(0=not insured, 1=insureq), study site (0=Maricopa County (Arizona), 1=Miami-Dade
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County (Florida)), and financial strain (1=/Aas more money than needed, 2=Just enough
money for needs, 3=not enough money to meet needs).

Statistical Analysis

Results

All data analyses were conducted using SPSS V.25. Frequencies and proportions for
categorical variables and means and standard deviations for continuous variables were
reported. Lifetime history of HIV testing was compared across all independent variables
using independent sample t-tests and chi-square tests of association. Using a hierarchical
logistic regression (HLR), variables were entered into the model in a specific order to
determine the contribution of each group of predictors to the explained variance of the
dependent variable (Block 1: sociodemographic variables, Block 2: sexual risk behaviors,
and Block 3: SE for HIV testing and DT scores). Only those sociodemographic variables
with a p-value <0.10 were included in the model along with sexual risk behaviors, SE and
DT scores. The statistical significance level was <0.05 and adjusted odds ratios (aOR) and
95% confidence intervals (CI) were reported.

Using PROCESS v3.3 for SPSS (Hayes, 2017), two moderation tests were conducted with
10,000 bootstraps to examine if DT and sexual risk behaviors moderated the association
between SE and lifetime history of HIV testing. Bootstrapping was used to calculate
confidence intervals of conditional effects. The first moderation test examined the following
two-way interaction in relation to lifetime history of HIV testing: SE for HIV testing x DT.
The second moderation test examined the following three-way interaction in relation to
lifetime history of HIV testing: sexual risk behaviors x DT x SE for HIV testing (Figure 1).
All moderation analyses were conducted controlling for sociodemographic variables
included in the HLR model. Unstandardized regression coefficients and Cls were reported.

The sample was comprised of 81 (51.6%) females and 76 males (48.4%) with an average
age of 21.5 years (5D=2.04) (Table 1). Most participants were college students (/7=104,
66.2%) and born in the U.S. (7=108, 68.8%). The majority identified as Mexican (1=75,
47.8%), Cuban (r7=22, 14.0%), Colombian (7=19, 12.1%), non-Colombian South American
(=17, 10.8%), and Central American (77=13, 8.3%). Participants were living in Miami Dade
County, Florida (=74, 47.1%) and Maricopa County, Arizona (=83, 52.9%). Of those
participants living in Florida 97.3% (=72) were of non-Mexican heritage and of those
living in Arizona 88.0% (n7=73) were of Mexican heritage.

Most participants identified as heterosexual (7=132, 84.1%). In terms of sexual risk
behaviors in the past 3 months, 49.0% (n7=77) reported having had unprotected sex, 36.9%
(m=58) reported sex under the influence of alcohol or drugs, and 29.3% (/7=46) reported >1
sexual partners. Only 59.9% (/7=94) of participants reported having ever been tested for HIV
and 62.8% (/=76) of those that reported engaging in any sexual risk behaviors in the past 3
months had ever been tested for HIV.

Descriptive characteristics and results of t-tests and chi-square tests are found in Table 1.
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Predictors of Lifetime History of HIV Testing

Results of the HLR indicated that 34.2% of the variance of lifetime history of HIV testing
was explained by all predictor variables included in the model (Table 2). The first block
included the sociodemographic variables and explained 20.3% of the variance of lifetime
history of HIV testing [Nagelkerke R?=20.3, x2(6)=25.5, p=<.0005]. The second block
included the sexual risk behaviors variable which explained an additional 1% of the variance
of lifetime history of HIV testing [Nagelkerke R?=21.3, x?(7)=26.9, p=<.0005]. The third
block included the SE for HIV testing score and DT score which explained an additional
12.9% of the variance in lifetime history of HIV testing (Nagelkerke R?=34.2, X2(9):45.8,
p=<.0005). Of the nine predictor variables, only two were statistically significant in the final
HLR model: gender and SE for HIV testing. The adjusted odds of having ever been tested
for HIV was 3.14 times higher for females compared to males (aOR=3.14, 95%Cl: 1.41—
7.02). Also, a one-unit increase in SE score was associated with being 3.49 times more
likely to have ever been tested for HIV (aOR=3.49, 95%CIl: 1.78-6.83). Although not
statistically significant (0=0.06), a one-unit increase in DT score was associated with being
1.43 times more likely to have ever been tested for HIV (aOR=1.43, 95%Cl: .98-2.08).

Moderation Analyses

The two-way interaction between SE and DT was not significant (6=0.63, 95%ClI: -.11-
1.37, p=.094), indicating that DT did not moderate the association between SE and lifetime
history of HIV testing. However, the three-way interaction term was significant (6=2.76,
95%Cl: .52-5.00, p=.016), adding 7.51% to the explained variance above and beyond the
HLR model. Results indicated that among participants who did not report any sexual risk
behaviors, the interaction between SE and DT, did not have an effect on lifetime history of
HIV testing (6=-1.39, p=.165). However, if participants reported any sexual risk behaviors,
higher SE was associated with a higher likelihood of lifetime history of HIV testing (6=1.37,
p=.012) at mean (mean=2.75; b=1.19, 95%CI: 0.31-2.07, p=.008) and high levels of DT (1
SD above the mean=3.82; 6=2.65, 95%CI: 1.00-4.29, p=.002) but not at low levels of DT (1
SD below the mean=1.69; =—.27, 95%CIl: -1.46-.92, p=.654) (Figure 2). Therefore, DT
only functioned as a moderator when participants engaging in sexual risk behaviors reported
mean and high levels of DT.

Discussion

This study extends the literature on HIV testing by examining the association of lifetime
history of HIV testing in relation to SE for HIV testing and DT. Our first hypothesis of the
positive association between SE for HIV testing and lifetime history of HIV testing was
supported and is consistent with previous studies among other population groups that have
shown that increasing SE may help to promote HIV testing (Pham, et al., 2019; Prati, et al.,
2014; Zhao, et al., 2018). However, this finding should be interpreted with caution as we
could not assess the temporality of this association. It is also likely that higher levels of SE
increased as a consequence of having received HIV testing. According to (Bandura, 1977),
learning from personal experiences of mastery arising from successful performances can
increase a person’s SE. Therefore, it is also possible that participants may have strengthened
their SE for HIV testing as a result of having received HIV testing. Nonetheless, this finding
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shows a potential causal association between SE and lifetime history of HIV testing, and the
potential value of incorporating SE in prevention strategies to facilitate HIV testing.

Our second hypothesis that DT would be positively associated with lifetime history of HIV
testing was not supported among our study sample. Although DT was not a significant
predictor of lifetime history of HIV testing, it approached statistical significance in the
direction of higher levels of DT associated with being more likely to have ever been tested
for HIV. Further research is needed to elucidate whether this association is stronger when
measuring DT in the context of HIV testing and whether it exists among other Latino and
emerging adult populations.

Our third hypothesis that DT would strengthen the association between SE and lifetime
history of HIV testing was partially supported as this was only found among those that
reported any sexual risk behaviors. Specifically, we found that the association between SE
and lifetime history of HIV testing was stronger for participants that reported any sexual risk
behaviors and have high and mean levels of DT. This finding suggests that DT and SE can
work together to promote HIV testing among those engaging in sexual risk behaviors. It
appears that although having confidence in one’s ability to getting tested for HIV and
finding a testing place may motivate a person to get tested for HIV, higher DT levels may
further facilitate HIV testing among those that engage in sexual risk behaviors. Being able to
tolerate and not avoid the psychological distress related to HIV testing may enhance one’s
confidence in their ability to take the preventive action of getting tested for HIV by
regulating emotional responses to the uncertainty and negative expectations associated with
HIV testing (Simons and Gaher, 2005). It is important to note that this finding should be
interpreted with caution as the direction of this association is unknown. It is also possible
that those participants that engaged in sexual risk behaviors were more likely to utilize HIV
prevention services, and as a result, they had higher levels of SE for HIV testing and DT.
Further research should explore the direction of this three-way interaction.

If this finding is replicated, both SE for HIV testing and DT may be incorporated as targets
in HIV testing interventions to effectively increase and promote HIV testing among
individuals engaging in sexual risk behaviors, and to further strengthen the effect of current
HIV prevention interventions. For example, strategies to increase SE such as individualized
risk-reduction counseling and motivational interviewing may incorporate strategies to
develop DT (e.g. emotional acceptance skills) to encourage individuals engaging in sexual
risk behaviors to seek HIV testing even in the face of psychological distress related to HIV
testing (Chapman, 2006; Herbst et al., 2007).

Furthermore, consistent with previous studies among emerging adults, females were more
likely to have ever been tested for HIV than males (Caldeira, et al., 2012). This could be the
result of females utilizing health services more than males and having more opportunities to
be tested for HIV through routine gynecological and prenatal screenings (Anderson and
Sansom, 2006; Caldeira, et al., 2012). This finding emphasizes the importance of continued
outreach efforts to reach Latino males and increase the uptake of HIV testing in this
population. This is particularly important as Latino males account for 22% of new HIV
diagnoses in the U.S. (CDC, 2019a).
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The prevalence of HIV testing among Latino emerging adults in this study was sub-optimal
(59.9%), despite CDC guidelines recommending that adults aged 13-64 should test at least
once in their lifetime (Branson et al., 2006). However, HIV testing prevalence for females
(67.9%) and males (51.3%) in this sample were higher than national estimates of HIV
testing for female (46.5%) and male (26.8%) Latino emerging adults (Van Handel, et al.,
2016); this may be due to the higher proportion of college students in our sample (66.2%)
whom may be more likely to access sexual health services which could lead to HIV testing.
Nonetheless, both Latino females and males face barriers to accessing and receiving HIV
testing including limited access to health care and HIV prevention services (Rao, 2016;
Taveras et al., 2017).

Forty percent (n=63) of participants reported never having been tested for HIV. Among
these, the most frequently reported reasons for not testing included “weren’t offered an HIV
test” (47.6%) and “haven’t done anything to get HIV” (47.6%) (data not shown). Both
having a low HIV risk perception and never having been offered an HIV test have been
consistently found to be significant barriers for HIV testing among young people in the U.S.
(Cheong, Tucker, & Chandler, 2018; Peralta, Deeds, Hipszer, & Ghalib, 2007; Schnall,
Rojas, & Travers, 2015). Therefore, these findings underscore the importance of changing
HIV risk perceptions and improving self-efficacy to encourage Latino emerging adults to
proactively seek and/or request HIV testing.

The present study has several limitations. The use of a non-probability sampling and only
offering the online survey in English may limit the generalizability of these findings. Thus,
this study should be replicated with other Latino and emerging adult populations. The
reliance on self-reported measures may have introduced recall and social desirability biases,
however, to minimize these biases some measures used a 3-month recall period and
confidentiality was assured. The cross-sectional design of this study limited the analysis of
temporal relationships. Also, this study didn’t use standardized, validated scales to measure
SE and DT in the context of HIV testing, as none exist specifically for HIV testing.
Therefore, developing and validating SE and DT for HIV testing scales is important to allow
comparisons across studies and better synthesize evidence to guide prevention programs.
Lastly, the scales used to measure SE for HIV testing and DT may reflect a limited
understanding of these constructs as they do not consider the sociocultural context that
influence how these constructs work to change health behaviors in Latino populations.

Despite these limitations, the findings of this study may have implications for the
development of tailored HIV testing interventions for Latino emerging adults. Since HIV
testing is suboptimal in this population, prevention interventions should focus on increasing
SE and DT to promote HIV testing among Latino emerging adults with the goal of reducing
undiagnosed infections and HIV transmission. Future studies using prospective designs
should examine the association between HIV testing in relation to SE and DT to determine
temporality and how SE and DT work together to promote HIV testing.
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Three-way interaction modeling between self-efficacy for HIV testing, distress tolerance and

sexual risk behaviors on lifetime history of HIV testing.
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Figure 2.
Three-way interaction with sexual risk behaviors and distress tolerance moderating the

association between self-efficacy for HIV testing and lifetime history of HIV testing. Low
distress tolerance=1 SD below the mean and high distress tolerance=1 SD above the mean.
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Table 1.

Characteristics of sexually active Latino emerging adults by lifetime history of HIV testing (n=157).

Lifetime History of HIV Testing

Characteristic Total Yes No
n (%) n (%) xza p-value

Total 157 94 (59.9%) 63 (40.1%)

Gender 4.49 .034
Male 76 (48.4) 39 (51.3) 37 (48.7)
Female 81 (51.6) 55 (67.9) 26 (32.1)

Partner Status 4.29 .038
Single 102 (65.0) 55 (53.9) 47 (46.1)
Has partner 55 (35.0) 39 (70.9) 16 (29.1)

Sexual Minority Status 3.22 .073
Heterosexual 132 (84.1) 75 (56.8) 57 (43.2)
Sexual minority 25 (15.9) 19 (76.0) 6 (24.0)

Nativity 2.32 127
Immigrant 49 (31.2) 25 (51.0) 24 (49.0)
U.S. born 108 (68.8) 69 (63.9) 39 (36.1)

Current College Student .89 .347
Yes 104 (66.2) 65 (62.5) 39 (37.5)
No 53 (33.8) 29 (54.7) 24 (45.3)

Education Level 9.82 .002
No bachelor’s degree 116 (73.9) 61 (52.6) 55 (47.4)
Completed bachelor’s 41 (26.1) 33 (80.5) 8 (19.5)

degree or higher

Employment Status .06 .804
Employed 131 (83.4) 79 (60.3) 52 (39.7)
Unemployed 26 (16.6) 15 (57.7) 11 (42.3)

Health Insurance .16 .690
Yes 127 (80.9) 77 (60.6) 50 (39.4)
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Lifetime History of HIV Testing

Characteristic Total Yes No
n (%) n (%) xza p-value
No 30(19.1) 17 (56.7) 13 (43.3)
Study Site 4.23 .040
Miami-Dade County 74 (47.1) 38 (51.4) 36 (48.6)
Maricopa County 83 (52.9) 56 (67.5) 27 (32.5)
Sexual Risk Behaviors (Past 3 months) 1.90 .169
Yes 121 (77.1) 76 (62.8) 45(37.2)
No 36 (22.9) 18 (50.0) 18 (50.0)
>1 sexual partners in the past 3 months
Yes 46 (29.3) 24 (52.2) 22 (47.8)
No 108 (68.8) 70 (64.8) 38(35.2)
Sex under the influence of alcohol or drugs
Yes 58 (36.9) 42 (72.4) 16 (27.6)
No 99 (63.1) 52 (52.5) 47 (47.5)
Unprotected sex
Yes 77 (49.0)17 54 (70.1) 23(29.9)
No 76 (48.4) 38 (50.0) 38 (50.0)
M(SD) M(SD) M (SD) t-value® p-value
Age 21.5(2.04) 21.9(1.92) 21.0(2.13) -2.66 .009
Financial Strain 2.31(.59) 2.37 (.59) 2.22 (.58) -1.58 116
Self-Efficacy for HIV testing 3.28 (.64) 3.47 (0.57) 3.01 (0.65) _ 62d <.0005
| feel confident that | could get tested for HIV. 3.25(.75) 3.47 (.65) 2.93(.79)
| feel confident that | could locate a place where I can get tested 3.32(.73) 3.48 (.67) 3.09 (.77)
for HIV.
Distress Tolerance 2.75 (1.06) 2.85(1.04) 2.60 (1.09) -1.47 143

a . ) .
All expected cell frequencies were greater than five for chi-square tests.

bNumbers may not sum up to n=157 due to missing data.

c . . . . .
The assumption of homogeneity of variances was met based on p-value >.05 on Levene’s tests of equality of variance.

Welch t-test was used due to the assumption of homogeneity of variances being violated, as assessed by Levene’s test for equality of variances

(p=.047).
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